
 
Dear Parents, 

Enclosed you will find an agreement I am requesting that you sign as part of the therapy  
arrangements for your child/children, asking that confidentiality be protected except under exceptional 
circumstances.  As parents, you are of course entitled to information about how your child’s/children’s 
treatment is progressing, and in most cases will be involved in an integral way in the treatment itself.  
  
However, circumstances sometimes change and I am on occasion asked to release information such 
as detailed process notes, which represent a violation of the agreement made with the child/children 
to respect their privacy.  I am asking that you agree not to request that I do this.  Primarily this 
protection is necessary in order to secure the therapeutic relationship between your child/children and 
myself. 

One of the main purposes of therapy is to create a safe place for a child to discuss sensitive issues, 
and to facilitate having a child and family discuss things in a healthy manner.  Most children and 
adults will not open up and reveal information if they are aware that the information will be disclosed.   

Experience has shown that revealing therapy notes or contents of conversations, particularly in legal 
disagreement between parents, destroys the trust relationship between therapist and child.  My 
experience has been that no matter how carefully this is explained, the child invariably feels betrayed 
and can no longer be in therapy with the individual who released this information.  Even if the child is 
no longer in therapy with me, this breach of trust has an impact on other relationships with therapists 
as well.  It also often undermines the trust relationship between parent and child.    
  
Please take time to consider this matter.  If agreeing to this creates discomfort for you, I will be happy 
to provide other therapy resources for you and your child/children.  If you have questions regarding 
this matter, please feel free to discuss them with me.  
  
Sincerely,   
  

David M. Stroup, Ph.D. 



STIPULATION REGARDING PRIVILEGED COMMUNICATIONS

_____________________________________ and _____________________________________ 
 (parent name)                  (parent name)      
hereby agree to the following:   
1. ___________________________________ and ____________________________________ 
    (parent name)               (parent name) 
are the parents of:  ________________________________________ 
       (name of minor) 
who is a minor under the age of 18 (“the Minor”) who is a client of David M. Stroup, Ph.D. (Dr. Stroup), a licensed 
clinical psychologist. 
2.  All communications among the parties, their child, and Dr. Stroup shall be confidential and privileged from 
disclosure.  Both parties stipulate that Dr. Stroup shall not be required to testify at or to produce for any 
proceeding or in any court, opinions, records, documents, or recordings formed or created as part of the 
psychotherapy process. 
  
3.  It is in the best interests of the child and the parties that no one feels influenced by any impending legal action 
when involved in psychotherapy.  Without both parties entering into this type of stipulation, it is quite likely that 
the therapeutic alliance would be affected detrimentally.   
  
4.  This stipulation does not preclude obeying the statutory requirements to report information about:  child, adult 
dependent person or elder abuse, neglect or exploitation; an actual threat of violence against a reasonably 
identifiable victim(s); or mental illness that requires involuntary commitment because of danger to self or others 
or grave disability. 
  
5.  These stipulations have been explained to us and we agree to abide by them.  We have been provided ample 
opportunity to inquire into the experience and credentials of Dr. Stroup.  We have consulted with our attorneys or 
other Psychotherapists about these stipulations and are fully satisfied with the proposed approach.  

STIPULATION REGARDING PRIVILEGED COMMUNICATIONS CERTIFICATIONS 
MOTHER 
I certify under penalty of perjury under the laws of the state of Washington that I am the mother of 
________________________________________, a minor.  I have read the foregoing Agreement Regarding  
(name of minor) 
Privileged Communications, know and understand the contents thereof, and agree to the terms stated therein. 

SIGNED: (date) ______/______/________ at (city) _____________________,Washington.   

(signature) ________________________________________ 

(print name) _______________________________________ 

Mother of:  ________________________________________ 
  (name of minor) 

FATHER 
I certify under penalty of perjury under the laws of the state of Washington that I am the father of 
________________________________________, a minor.  I have read the foregoing Agreement Regarding  
(name of minor) 
Privileged Communications, know and understand the contents thereof, and agree to the terms stated therein. 

SIGNED: (date) ______/______/________ at (city) _____________________,Washington.   

(signature) ________________________________________ 

(print name) _______________________________________ 

Father of:  ________________________________________ 
  (name of minor)


